devices or oral appliances may be used for OSA treatment. Surgical treatments including maxillomandibular advancement (MMA) may also be performed [1] .
Drug-induced sleep endoscopy (DISE) is a method to visually identify causes of upper airway obstruction to increase the success rate of OSA treatment [2] . Druginduced sleep induction must be performed to induce snoring before performing DISE. Anesthetics such as propofol, midazolam, and dexmedetomidine are primarily used for this procedure [3] . To increase the DISE success rate, drugs that induce near-normal sleep should be administered, and sleep and snoring must be maintained by ensuring anesthetics are within appropriate concentration ranges. However, when deep sedation is induced in a patient with OSA until the patient begins to snore, airway obstruction may become more severe than expected, and the patient may stop breathing, resulting in decreased oxygen saturation. Airway management must be performed, and airway interventions such as cardiopulmonary resuscitation (CPR) may be necessary.
Oxygen administration is essential in DISE, and clinicians must monitor patients carefully to ensure respiratory failure or airway obstruction does not occur.
Dexmedetomidine has a lower rate of respiratory depression than propofol, is hemodynamically stable, and can induce sleep that resembles normal sleep [4, 5] ; therefore, it is reported to be more appropriate for DISE [6] . However, propofol has the advantages of rapid onset, maintenance of blood drug concentration through targetcontrolled infusion (TCI), and sedation depth control using a bispectral index (BIS) monitor, and is therefore recommended for DISE use [7] . In this study, we report a patient who underwent simultaneous successful DISE using propofol, followed by successful MMA surgery. After the patient recovered spontaneous breathing, he was returned to the recovery room. In the recovery room, the patient fully regained consciousness, and his breathing patterns and vital signs returned to normal. After monitoring the patient for 1.5 h, swelling was observed underneath the tongue and throughout the face. Extubation was delayed and the patient was returned to the intensive care unit while maintaining spontaneous breathing. In the intensive care unit, the patient was admini- [12] . An ideal drug for DISE should be able to be administered intravenously, have rapid onset, and have a short half-life, which allows for easy control of sedation depth. In addition, it must have low residual effects so the patient can safely return home after sleep endoscopy, and have amnestic properties so the patient will not remember the DISE procedure.
Recent studies report dexmedetomidine induces a state that resembles normal sleep, has a lower rate of respiratory depression and is more hemodynamically stable than propofol, and is more appropriate for DISE [6] . The onset of dexmedetomidine takes approximately 5 minutes, and it takes time to control the concentration [6, 13] . Propofol has the advantage of rapid onset, easy concentration control using TCI [14] , and sedation depth control using a BIS monitor; it is therefore recommended as a primary drug for DISE [7] .
Although DISE is useful, there is still no standardized protocol available, and observations made during DISE and natural sleep can differ. As observations are made under an endoscope, different results may also be obtained by different examiners [15] . No study has investigated how effectively DISE induces natural sleep, or compared natural sleep and DISE in the same patient.
A minimum of 1.5 μg/ml of propofol is needed for the patient to endure the stimuli from the flexible endoscope, and 2.33 μg/ml is needed on average [16] . Depth of sedation can be controlled according to the BIS. A BIS of 65-75 indicates moderate sedation; consciousness is inhibited but the patient can still respond to verbal orders and mild stimuli. Airway intervention is not required.
Spontaneous breathing and cardiovascular functions are maintained and the patient begins to snore lightly [17] .
When a patient reaches deep sedation, spontaneous breathing may become difficult, cardiovascular functions are conserved, and an airway intervention may be required [17] . The BIS is 50-60 at this stage. Extra care is required for patients with OSA, as they are at high risk of airway collapse [18] . An assessment of airway collapsibility following propofol administration at three different blood concentrations (2.5, 4.0, and 6.0 μg/ml) through TCI found that average upper-airway collapsibility significantly increased [19] . In conclusion, we successfully performed DISE by administering propofol through TCI. We also performed anesthesia during MMA surgery by continuously infusing propofol and remifentanil intravenously.
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